Background
Background
Wisteria floribunda agglutinin-positive Mac-2-binding protein (WFA + -M2BP) was a novel marker of liver fibrosis. We aimed to investigate WFA + -M2BP level in assessing liver fibrosis in patients with chronic hepatitis B (CHB) infection.
Methods
A total of 160 CHB patients, who received a liver biopsy, were consecutively recruited. Serum WFA + -M2BP level was quantified at the time point of biopsy. The results were compared with histopathological manifestations and clinical characteristics of the patients.
Results
The median WFA + -M2BP level, aspartate aminotransferase-to-platelet ratio (APRI) and Fibrosis-4 (FIB-4) index were 1.20 COI, 1.19, and 1.63, respectively. Fifty-one (31.9%) patients had advanced fibrosis. There was a significant increase of WFA 
Introduction
Hepatitis B virus (HBV) infection remained the leading cause of liver cirrhosis (LC) and hepatocellular carcinoma (HCC) worldwide, especially in the Asia-Pacific region. [1] HBV viral load, hepatitis B e antigen (HBeAg) and liver fibrosis severity were associated with the development of LC and HCC in patients with chronic HBV infection (CHB). [2, 3] With long-term HBV antiviral therapy, nucleos(t)ide analogs, the risk of LC and HCC decreased and regression of fibrosis was also achieved. [4, 5] The current regional guidelines recommended HBV antiviral therapy in patients with high HBV viral load with significant fibrosis (Metavir� F2), even the alanine aminotransferase (ALT) level was below the 2-fold upper limit of normal (ULN). [6, 7] Therefore, disease severity assessment, namely fibrosis staging, is essentialin the decision-making of antiviral therapy as well as complication evaluation in a clinical setting. Fibrosis development is a subtle process during the natural course of CHB. Significant fibrosis development is an important checkpoint during fibrogenesis, and which implies that antiviral therapy should be implemented. [8] Liver biopsy is the current gold standard to assess the severity of necroinflammation and fibrosis. [9] However, liver biopsy was largely limited by the invasiveness and potential complications. [10] In addition, the sampling error, and interobserver discrepancy were other limitations for the accuracy of liver biopsy. Recently, several non-invasive tools, including mechanical and serological methods, for liver fibrosisassessment have been vigorously developed. [11] Among the serological methods, aspartate aminotransferase (AST)-to-platelet ratio (APRI) index and Fibrosis-4 (FIB-4) index werecommonly used and were easily assessed. However, the predictive value in CHB remained uncertain. [12, 13] Wisteria floribunda agglutinin-positive Mac-2-binding protein (WFA + -M2BP), a product released during fibrogenesis process, was recently developed as a novel serological marker of liver fibrosis. [14, 15] Recent studies demonstrated a significant association between serum WFA + -M2BP level and severity of liver fibrosis in subjects with hepatitis C virus infection and non-alcoholic steatohepatitis. [16] [17] [18] The comparison of WFA + -M2BPand directly fibrosis assessment, Fibroscan, had also been studied. In the recent study investigating a large scale of chronic hepatitis C patients, the authors demonstrated that serum WFA + -M2BP was superior to other non-invasive markers in the prediction of significant fibrosis and had the greatest specificity in the diagnosis of cirrhosis. [19] In addition, the serum WFA + -M2BP level could predict the development of liver-related events, including the occurrence of decompensation and the development of HCC. [16, 20, 21] However, application of WFA + -M2BP level in assessing liverfibrosis has rarely been investigatedin CHB patients.
Consequently, we conducted the study aimed to investigate the performance of serum WFA + -M2BP level in the prediction of liver fibrosis in CHB patients. We also aimed to explore anaccurate predictive model for significant fibrosis in CHB.
Materials and methods
The study was conducted according to the guidelines of the Declaration of Helsinki and was approved by the ethics committee of Kaohsiung Medical University Hospital (KMUHIRB-E (II)-20150130). Written informed consent was obtained from all of the patients. CHB patients who received a liver biopsy prior to antiviral therapy during 2000 and 2015, were recruited in the present study. The inclusion criteria included 1). Positive serum hepatitis B surface antigen (HBsAg) for more than 6 months; 2).The results of the liver biopsy consistent with the diagnosis of CHB based on the severity of necroinflammation and fibrosis. The exclusion criteria included the followings: hepatitis C virus or human immunodeficiency virus co-infection; evidence of other liver diseases such as α-1 anti-trypsin deficiency, hemochromatosis, Wilson's disease, etc.
The liver biochemistry, HBV serological markers, and HBV DNA level were testedat enrollment. HBsAg and HBeAg were detected by commercially available enzyme-linked immunosorbent assay kits (Abbott Laboratories, North Chicago, IL, USA). The serum HBV DNA levels were determined using a CobasAmpliPrep/CobasTaqMan HBV assay (CAP/CTM, version 2.0, Roche Diagnostics, Indianapolis, IN, USA; the dynamic range was 20 IU/mL-1. 
Histopathology
All enrolled patients receivedultrasound-guided liver core biopsy using a 16-or 18-gauge biopsy needle. Two experienced hepato-pathologists reviewed and determined the grade of necroinflammation (A0-3) and stage of fibrosis (F0-4) for each specimen according to the METAVIR scoring system.[24] The significantfibrosis was defined as �F2 and advanced fibrosis was �F3.
Statistical analysis
Descriptive statistics were computed for all of the variables, including the median and 25 th , 75 th percentile for continuous variables. For the categorical variables, the frequencies and percentages were estimated. The Mann-Whitney U test was used to compare continuous variables and the chi-squared and Fisher's exact tests were used to compare categorical variables. Binary logistic regression analysis was used to identify the independent factors associated with significant fibrosis. Kruskal-Wallis H test was used to comparing serum WFA + -M2BP level between different grades of necroinflammation and stages of fibrosis. The Spearman rank correlation coefficient test was used for the correlation between continuous variables and WFA + -M2BP level. Area under the receiver operating characteristics curve (AUROC) analysis wasdone to evaluate the diagnostic accuracy of WFA+-M2BP, APRI and FIB-4 index for liver fibrosis. The optimal cutoff value for fibrosis stage was determined by the Youden's index. All tests were two-sided, and p <0.05 was considered significant. All analyses were performed using the SPSS 19.0statistical package (SPSS Inc., Chicago, IL, USA).
Results

Patients' characteristics
A total of 160 CHB patients (123 males, median age 40 years) were consecutively recruited. Table 1 showed the demographic characteristics of thepatients. Fifty-six (35.0%)of the patients were HBeAg positive. The mean HBV DNA level was 5.9log 10 (Fig 2) Based on Youden's index from the AUROC, the optimal cutoff value of serum WFA + -M2BP level was determined. The optimal cutoff value was for F1 was 0.960, yielding the sensitivity of 61.2%, specificity of 76.2%, positive predictive value (PPV) of 94.4%, negative predictive value (NPV) of 22.9%, and accuracy of 63.1%, respectively. The optimal cutoff value was 1.345for F2, yielding the sensitivity of 65.9%, specificity of 80.6%, PPV of 80.6%, NPV of 65.9%, and accuracy of 72.5%, respectively. The optimal cutoff values for F3 and F4 were 1.535, and 1.665, respectively. The sensitivity, specificity, PPV, and NPV were shown in Table 2 .
The factors associated with advanced fibrosis were further analyzed. (Table 3) .
WFA + -M2BP combined with age, and platelet to predict advanced liver fibrosis
We further aimed to develop a predictive model for advanced fibrosis. The prior analysis revealed age, platelet, and WFA + -M2BP level were the independent factors associated with Table 4 . Comparing to each parameter, the combination model showed a better performance in terms of specificity, positive predictive value, and accuracy.
Discussion
In addition to ultrasound-based methods, several serum biomarkers have been vigorously developing and validating for assessing the degree of fibrosis in the past decade. WFA + -M2BP measurement is a newly-developed biomarker which has been validated for disease severity assessment in chronic liver diseases such as chronic hepatitis C and non-alcoholic fatty liver disease. In the present study, we aimed to explorethe performance of serum WFA + -M2BP level in the prediction of liver fibrosis in CHB patients. Our results demonstrated that serum WFA + -M2BP is competent in evaluating disease severity in CHB. We also demonstrated a model of combined age, platelet, and WFA + -M2BP to accurately predict advancedliver fibrosis. Our results thus provided the evidence for clinical application of combined non-invasive tools in this aspect. The main pathogenic mechanism of hepatocarcinogenesis is underlying necroinflammation and its subsequent fibrogenesis. Therefore, severity estimation ofliver fibrosis is important for treatment efficacy, prognosis, HCC surveillance and determining the optimal treatment strategies. Liver core biopsy is much hurdled by the potential complications, intra-observer variability, sampling errorsand patients' willingness. [25] [26] [27] The investigation of non-invasive methods is a feasible way in a clinical setting. WFA + -M2BP is a newly developed serum biomarker for liver fibrosis assessment. M2BP is a glycoprotein which secreted from many cells, but mainly from hepatocytes. Fluctuations of M2BP in the sera increase following the progression of liver fibrosis. The diagnostic accuracy and clinical manifestation of WFA + -M2BP had been well reported in patients with chronic hepatitis C, non-alcoholic fatty liver disease, and in the prediction of HCC development or recurrence. [18, 20, 21, [28] [29] [30] [31] Liver fibrosis stage should be taken into consideration regarding the initiation of antiviral therapy among CHB patients according to current regional guidelines. The performance of WFA + -M2BP in the diagnosis of liver fibrosis in CHB patients had been reported in previous studies. In most of the studies, WFA + -M2BP was reported to have similar diagnostic efficacy with other biomarkers in distinguishing each fibrosis stage. [32] [33] [34] Our results echoed the previous study conducted by Zou et al showing that WFA + -M2BP asa useful marker to assess liver fibrosis in CHB patients. [35] We also developed a model combined WFA + -M2BP, age, and platelet to better predict advanced fibrosis which was not reported in the previous studies. Although the sensitivity of the combination model was only 51.0%, the combination model still could distinguish patients who werereally not advanced fibrosis because of the high specificity of the combination model. The result also showed a better diagnostic performance than APRI, FIB-4, or their combination index. To our knowledge, the present study was the first study addressing the combination of WFA + -M2BP and other markers to accurately predict liver fibrosis. In the future, a prospective, larger scale of study is needed for further validation of the novel findings of the current study.
The elastography, such as Fibroscan, which measured the liver fibrosis directly had been well developed. It would be a more direct and meaningful comparison to comparing WFA + -M2BP against Fibroscan. However, we did not perform the comparison because of the unavailable equipment at the time of data collection. To differentiate advanced fibrosis, FIB-4 �3. 25 and APRI �2 were well studied and accepted values. We compared the diagnostic performance of the combination model with the established FIB-4, APRI, and with age combination model. The results showed a better performance using the WFA 
